where a diagnosis of an anomalous origin of the left coronary artery from the pulmonary artery had been made by Drs. Herbert Harned and George Summer. The family history was not contributory. The child had a 4-year-old sibling, who was healthy and normal. The mother had noted considerable vomiting toward the end of the pregnancy and her weight gain had been 28 pounds. Delivery was performed by cesarean section 12 days prior to term and an excessive amount of amniotic fluid was noted. The birth weight was 7 pounds 11 ounces. He was a slow feeder from the beginning, and had slightly grunting respirations. An examination at the end of 1 month was said to have been normal. When the infant was approximately 6 weeks of age, he suddenly became quite red in the face and vomited during a feeding and was dyspneic for a short time. Approximately 2 weeks prior to admission he became irritable and shortly thereafter had a deep reddishblue color of the skin. He was very dvspneic and vomited several times. Shortly thereafter the attending pediatrician noted a heart murmur. Chest films were interpreted as showing cardiomepraly, and the child was referred to the Memorisl Hospital of the University of North Carolina. Marked cardiac enlargement was noted, and a grade-I systolie murmur was present along the left sternal border and at the apex. An electrocardiogram showed sinus tachveardia and the pattern of a recent anterior mvoeardial infaretion. A cineaneioeardio'ram showed the left ventricle to be markedly enlarged. with a very thin wall. There was no evidenee of an intracardiae shunt. A diagnosis of anomalous orizin of the left coronary artery from the Dulmonary artery was made.
MYOCARDIALI infaretion in infancy secondary to the anomalous origin of the left coronary artery from the pulmonary artery is now a condition that is being recognized with increasing frequency during life. One of the more interesting aspects of this congenital abnormality is the problem of the direction of the blood flow in the left coronary artery. In 1886 St. John Brooks1 first postulated that the flow in an anomalous coronary artery was retrograde. Following an anatomic dissection in 2 cases in which the right coronary artery arose from the pulmonary artery, he concluded that arterial blood flowed from the normal left coroinary artery, which arose from the aorta, through anastomotic collateral vessels into the right coronary artery with ultimate drainage into the puLlmonary artery. If the flow is retrograde, it is apparent that one of the coronary arteries is not only failing to supply the myocardium but is actually draining fully oxygenated blood from the heart into the pulmonary ar where a diagnosis of an anomalous origin of the left coronary artery from the pulmonary artery had been made by Drs. Herbert Harned and George Summer. The family history was not contributory. The child had a 4-year-old sibling, who was healthy and normal. The mother had noted considerable vomiting toward the end of the pregnancy and her weight gain had been 28 pounds. Delivery was performed by cesarean section 12 days prior to term and an excessive amount of amniotic fluid was noted. The birth weight was 7 pounds 11 ounces. He was a slow feeder from the beginning, and had slightly grunting respirations. An examination at the end of 1 month was said to have been normal. When the infant was approximately 6 weeks of age, he suddenly became quite red in the face and vomited during a feeding and was dyspneic for a short time. Approximately 2 weeks prior to admission he became irri- Brooks1 reported observations on 2 hearts with this condition, which he found incidentally in the anatomic dissecting laboratory. In *These infants will be reported separately as a part of our total experience with this condition. both instances the right coronary artery arose from the pulmonary artery and his dissections led him to make the following observation: "A consideration of this case will show that a very interesting question is connected with it. Here are two arteries belonging to the different circulations-the pulmonary and the systemic anastomosing with each other. In these circulations, as is well known, the arterial pressure is very much greater in the systemic than in the pulmonary; how then did the blood flow in the anomalous coronary artery ? There cannot be doubt that it acted very much after the manner of a vein, and that blood flowed through it towards the pulmonary artery, and from thence into the lungs. "1 Later, Maude Abbott'2 also endorsed this theory of retrograde flow of blood under these circumstances. Recently Edwards2 has renewed interest in a reconsideration of this problem and has called attention to the fact that infants with congenital eyanotic cardiac disease often have an arterial oxygen saturation whiwh is below that of the venous blood in patients without right-to-left shunts. Yet these patients do not show clinical or pathologic evidence of myocardial ischemia. For this reason he concludes that the reduced perfusion pressure in the anomalous left coronary artery is the most important feature, and has advocated ligation of this vessel as the therapeutic method of choice. This has been performed by Morrow,13 Jahnke,'4 and others. Edwards'5 offered the following points in support of the theory of retrograde flow: " (1) In both normal and anomalous coronary arteries anastomoses exist between the branches; (2) in anomalous origin of the left coronary artery from the pulmonary artery both the right and left coronary arteries have been observed to have been extremely dilated and tortuous in a manner Figure 3 A. Illustration of heart at operation showing area of infarction and aneurysmal dilation of left ventricle. The left coronary artery was ligated at its origin. B. Direction of blood flow in anomalous coronary artery. Before ligation oxygenated blood from the normal right coronary artery under systemic arterial pressure flowed through collateral vessels into the left coronary with retrograde drainage into the pulmonary artery. After ligation the arterial blood was shunted to the peripheral circulation of the left coronary artery where it could be used by the myocardium. 
Summario in Interlingua
Es presentate le caso de un infante con un arteria sinistro-coronari a origine anormal in le arteria pulmonar. Le problema del direction del fluxo in le vaso anormal es discutite. Determinationes del tension arterial e del saturation de oxygeno in le sanguine del anormal arteria ha servite a demonstrar que le fluxo del sanguine in iste vaso sequeva un direction retrograde. Es concludite que in iste condition sanguine oxygenate flue ab le aorta a in le normal arteria dextero-coronari e passa per brancas collateral a in le arteria sinistro-coronari, resultante ultimemente in un drainage del sanguine a in le arteria pulmonar. Ligation del arteria coronari anormal in concomitantia con dis-epicardialisation pare esser un plausibile e efficace methodo therapeutic. Pro esser maximalmente efficace, le operation deberea esser effectuate ante le declaration de irrevertibile alterationes. Es sublineate le importantia de un precoce diagnose e de un prompte tractamento.
